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Community matrons, specialist nurses trained in the management of long-term conditions working
alongside primary care teams and social service staff, have played an important role in the new enhanced
approach to community services (care closer to home) in England. The underpinning proposition is that
timely proactive care inputs might prevent some acute exacerbations or reduce the severity of the acute
exacerbation, and proper community-based interventions are expected to reduce 5% of acute bed days.
The community matrons intervention aims to increase patient and carer knowledge of their condition,
increase patient conﬁdence in their ability to manage their own health, and work with patients and
carers to ensure they have an emergency plan that identiﬁes impending deterioration and initiates
a planned course of action or treatment to prevent a health crisis and thereby reduce emergency
admissions to hospital. To encourage a systematic approach to case selection, the “Patient At Risk of
Rehospitalization” or PARR tool has been developed and is recommended in national policy guidance.
During 2003, the Department of Health in England established pilot sites in nine primary care organi-
zations for the North American Evercare model, which showed no signiﬁcant effect on rates of emer-
gency admission, emergency bed days used or mortality, although patient experience of the service was
positive and satisfaction levels high. Although the empirical evidence for the application of a case
management approach to patients with long-term conditions is weak, the policy concept of strength-
ening community care for this large group of people has been compelling. The PARR tool may be
fundamentally ﬂawed because patients classiﬁed at risk of readmission may not necessarily beneﬁt from
case management. Further work is required to investigate the issue of optimum patient selection for case
management, perhaps based on the potentially more clinically relevant construct of frailty.
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There are 17.5 million people in the UK (5% of the national
population) who report living with one or more long-term condi-
tion, for example, heart failure, asthma, diabetes or arthritis.1 There
is increasing recognition that secondary care services are not well
organized to help people, mostly older people, with long-term
conditions, and there is concern about the burgeoning cost of
traditional hospital-focused models of healthcare provision,2
particularly as people with long-term conditions account for 42%
of hospital bed occupancy.3 However, existing primary care services
struggle to provide timely, ﬂexible care to this group of people.
The Department of Health in England published a landmark
policy statement that argued for a different, more community-.uk (J. Young).
linical Gerontology and Geriatricsbased approach to people with long-term conditions, with the
provision of more and better quality services summarized as “care
closer to home”.4 The national introduction of community matrons,
a new nursing role in England, has been part of this new enhanced
approach to community services. Community matrons are
specialist nurses trained in the management of long-term condi-
tions and provide nurse-led case management working alongside
primary care teams and social service staff. An important aspect in
the development of the community matron role has been to ensure
that the service is targeted on the subpopulation of people with
long-term conditions who are at particularly high risk of acute
exacerbation/disease deterioration. The underpinning proposition
is that timely proactive care inputs might prevent some acute
exacerbations, or reduce the severity of the acute exacerbation such
that admissions to hospital might be avoided. Therefore, commu-
nity matrons have a speciﬁc policy objective of reducing the
number of unplanned hospital bed days used by people with long-. Published by Elsevier Taiwan LLC. Open access under CC BY-NC-ND license.
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government’s high-level public service agreement target of a 5%
reduction in acute bed days.
The main service models on which the English community
matron policy is based originate in North America. The North
American case management models referred to in the Department
of Health policy in England are Kaiser, Evercare and Pﬁzer.3,4 All
three models feature a proactive case management approach to the
care of people with long-term conditions at risk of hospital admis-
sion.5 Case management is deﬁned as the organization and follow-
up of an individual’s care by a professional or team of professionals.5
Case managers act as a central point of contact, coordinating
primary, secondary and social service care.6
2. Evidence base
A systematic review of case management identiﬁed 19 interna-
tional studies (14 randomized controlled trials), of which 12 related
to nurse-led case management.7 Five (two randomized controlled
trials) of these 12 studies reported a reduction, and seven reported
no difference, in hospital admissions. International generalizability
is limited as most of the primary evidence originated in North
America and, for example, the systems of case management inves-
tigated do not correspond to the primary care community matron
model being developed in England. In addition, the cost-effective-
nessof all themodels investigatedwasunclear.7A second systematic
reviewof casemanagement came to the same conclusions: “There is
limited high quality evidence about the impact of any (case
management) model”, and attention was again drawn to the
dominance of U.S. health system studies.6 Importantly, other
commentators, for example Campbell et al.,8 ﬁnd no evidence to
demonstrate that casemanagementmodels fromNorthAmerica are
transferable to the English National Health Service (NHS).
3. The community matron service in England
Community matrons are experienced nurses speciﬁcally trained
to assess, diagnose and treat patients, including prescribing medi-
cations, for a range of clinical situations that often affect people
with long-term conditions. The Department of Health developed
guidance and a competency framework to support the developing
role of the communitymatron. Local clinical leaders thenworked in
partnership with local universities to develop the advanced clinical
skills training required for the role.3,9 Courses are postgraduate
diploma/masters level qualiﬁcations and have formal observed
clinical assessment examinations and written academic compo-
nents. The approach to education and training is transferable
internationally and developed from similar models of advanced
nursing practice in Australia and the U.S.
Community matrons focus on delivering care in the patient’s
home. They provide case management, working alongside primary
care teams and social service staff to lead the coordination of care
inputs. The community matrons intervention aims to increase
patient and carer knowledge of their condition, increase patient
conﬁdence in their ability to manage their own health, and work
with patients and carers to ensure they have an emergency plan
that identiﬁes impending deterioration and initiates a planned
course of action or treatment to prevent a health crisis and thereby
reduce emergency admissions to hospital.
There is a national policy expectation that each community
matronwill have an active caseload of about 50 people with a long-
term condition considered to be at risk of exacerbation.3 In practice,
a typical caseload for a community matron service comprises older
people with multiple long-term conditions (such as cognitive
impairment, chronic heart failure, chronic airway disease, arthritis,and visual impairment). A proportion of patients (approximately
40%) for the community matron caseload are referred directly from
within primary care by a general practitioner working in partner-
ship with a community matron. However, to encourage a system-
atic approach to community matron case selection, the Department
of Health commissioned The King’s Fund to develop a speciﬁc
patient selection tool. This tooldthe “Patient At Risk of Rehospi-
talization” or PARR tooldis recommended in national policy
guidance and has been widely used.9 The PARR tool is a case-
ﬁnding algorithm and was developed using 5 years of data from
Hospital Episode Statistics (the national statistical database of care
provided by NHS hospitals and for NHS hospital patients treated
elsewhere) with a wide range of reference chronic conditions. The
PARR system applies logistic regression analysis to routinely
collected hospital admission data. A risk score of 50 or more is
considered signiﬁcant. Other risk indicators such as High-impact
User Manager (available from Dr Foster Intelligence at www.
drfosterintelligence.co.uk) are also in use and have been similarly
derived using regression modeling approaches. Thus, each
communitymatronwill, as a routine, receive amonthly report from
their parent primary care organization that lists potential high risk
patients.
4. Preliminary evaluation of the community matron service
in England
During 2003, the Department of Health in England established
pilot sites in nine primary care organizations for the North Amer-
ican Evercare model (the forerunner of the current community
matron model of care). An accompanying evaluation used matched
populations to measure patient satisfaction, emergency hospital
admission rates, emergency bed days and mortality. The Evercare
intervention had no signiﬁcant effect on rates of emergency
admission, emergency bed days used or mortality, although patient
experience of the service was positive and satisfaction levels high.
The authors recognized the limitations inherent in a study design
that used primary care level rather than individual prospectively
collected data, with low power to detect differences and which did
not collect measures of health outcome.10
5. The development of specialist community nursing
in England
Although the empirical evidence for the application of a case
management approach to patients with long-term conditions is
weak, the policy concept of strengthening community care for this
large group of people has been compelling. The Department of
Health therefore provided strong leadership to implement the new
community matron role, and national guidance was produced to
specify the educational and skills base expected for community
matrons to encourage the planned integration of the new role into
existing primary care services, and to promote targeted patient
selection.11 In a major policy review, Wanless et al.12 commented
that managing care in the community by targeting resources at
patients at risk of hospital admission might result in substantial
savings. Crude calculations suggest that the employment costs of
each matron (approximately £60,000 per year) would be covered if
30 hospital admissions per year were avoided. Currently, there are
approximately 2000 community matrons in the U.K., clustered
around large population bases. Thus, each local health district has
approximately 20 community matrons.
Faced with the current economic challenge and continued
policy commitment to “Transform Community Services” as reiter-
ated in the 2010/2011 Operating Framework for the NHS in
England,13 this new role should appear attractive to commissioners
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anticipated, partly because primary care organizations have not
prioritized a service development where the evidence base is
perceived as weak.
A recognized issue is that the risk assessment method that has
been developed (the PARR tool) may be fundamentally ﬂawed
because patients classiﬁed as being at risk of readmission may not
necessarily beneﬁt from case management.14 Moreover, simply
selecting older people for case management on the basis of high-
level routine data ignores the effects of condition severity, multiple
conditions and interaction among conditions. Further work is
required to investigate the issue of optimum patient selection for
case management, perhaps based on the potentially more clinically
relevant construct of frailty. Finally, there is as yet no robust
randomized controlled trial evidence for the effectiveness of the
community matron role in England. This is disappointing because
a major expansion of the service is currently planned.15
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